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Name of Applicant/Recipient SSN Case ID Number 

Person making statement if other than Applicant/Recipient Relationship 

Understanding that this statement is for the use of the Medicaid Program, I hereby certify that: 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Signature                                                                                                      Date 
 

 

Darlene  M Adams


Darlene  M Adams
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